of SDLRs in terms of reduced complications with respect to more extensive procedures, the frequency of permanent/temporary facial nerve functional impairment in case of SDLR for pleomorphic adenoma of the parotid deep lobe is still considerable [3] [4] [5] . Extended parapharyngeal adenomas mostly arise from parotid deep lobe and grow medially into the parapharyngeal space [6] . Surgery of extended parapharyngeal adenomas is one of the most common causes of litigation in head and neck practice, because of the anatomical structures (i.e. facial nerve) potentially damaged during parapharyngeal adenoma excision [7] .
Introduction
Over the past three decades, the approach to parotid gland benign tumors has changed from superficial or total parotidectomies to partial/selective parotidectomies or extracapsular dissection [1] . Despite the controversies in the international literature, a general agreement on the value of the partial parotidectomy approach is currently well established [1] [2] [3] . The principles of partial/selective parotidectomies have recently been extended by some authors to the management of parotid deep lobe benign tumors, shifting surgical treatment of these neoplasms from total or near total parotidectomies to selective deep lobe resections (SDLRs) [3] . Despite the advantages flap is elevated. The great auricular nerve and its posterior branch are identified on the surface of the sternocleidomastoid muscle, dissected and preserved. The main trunk of the facial nerve is identified using classical landmarks and carefully dissected. The nerve branches are isolated and the superficial lobe of the parotid gland is raised. The superficial lobe is usually split into two halves (superior and inferior) to achieve an easier and quicker approach to the deep lobe. In one case, a superficial parotidectomy was carried out because of a concomitant plemorphic adenoma of the superficial lobe. Once the tumor of the parotid deep lobe is identified, only those branches of the facial nerve in contact with the lateral surface of the adenoma are freed from the underlying tumor. Some glandular tissue is left attached to the facial nerve branches to guarantee the blood supply and reduce the risk of functional impairment due to ischemia/traction ( Figure 3 ). The adenoma is freed from the surrounding glandular tissue of the parotid deep lobe by accurately following the tumor capsule, without interrupting it, as far as possible ("extracapsular dissection") [8] . Then a small (2-3mm) incision is performed on the lateral surface of the tumor capsule and the adenoma content is removed either by suction or microdebrider (as already reported for schwannomas) [9] . Such maneuver allows an endoluminal collapse ("endocapsular decompression") and increases the "dissecting space" between the medial aspect of the adenoma capsule and the surrounding structures (glandular tissue, major vessels and pterygoid muscles) ( Figure 4 ). The surgical field is accurately washed and examined to rule out the presence of any residual adenoma tissue. Finally, the superficial parotid lobe is repositioned and sutured to the pre-tragal tissues and sternocleidomastoid muscle with resorbable sutures, achieving a complete reconstruction of the parotid fascia. A suction drain is inserted and the skin flap is sutured back in place. None of our patients showed any complication in terms of temporary/permanent facial paralysis, sialocele or Frey's syndrome ( Figure 5 ). No adenoma recurrence has been recorded so far (follow-up ranging between 4 years and 5 months).
Discussion
The improvement in surgical techniques and the effectiveness of conservative procedures for the treatment of benign tumors of the parotid gland have led to a change in the primary goals of parotid surgery. These procedures should aim at complete tumor resection, prevention of recurrences and preservation of facial nerve function with satisfactory cosmetic results and low complication rates [3, 10] . The standard approach to a deep parotid lobe tumor is traditionally represented by total/near total parotidectomy, with sacrifice of the superficial lobe and dissection of all the branches of the facial nerve. This leads to several functional and esthetic disadvantages. In particular, the complete dissection of the facial nerve increases the risk of temporary or permanent facial nerve weakness, which represents the most common cause of lawsuits in salivary gland surgery [7]. Other proposed approaches (i.e. transcervical, transparotidtranscervical, transmandibular-transcervical, transparotid-intraoral) have shown similar drawbacks in terms of functional disadvantages [4, 11] . In the attempt to reduce facial nerve complications, some authors proposed partial deep lobe parotidectomies [3] , which are however associated with relevant risks of facial impairment, especially in case of tumor location in the upper/anterior part of the parotid deep lobe [4] . In our experience, the "extracapsular dissection-endocapsular decompression" approach has proved to be useful to treat extended pleomorphic adenomas of the parotid deep lobe with no case of temporary/permanent facial weakness. Such result is attained by limiting nerve lift to the branches proximal to the tumor [3] and by preserving a "cuff" of vascularised glandular tissue around the nerve. The "endocapsular decompression" [9] allows to overcome the drawbacks of the limited field exposure by producing an "endoluminal collapse" of the adenoma which can be easily detached from the surrounding tissues (glandular tissue, major vessels) without traction to the nerve. The "endocapsular decompression" procedure, borrowed from schwannoma surgery [9] , is carried out through a "minimal" (2-3mm) interruption of adenoma capsule in order to reduce the risk of tumor dissemination. The adenoma content is easily removed by suction or microdebrider and the operating field is abundantly washed with ringer solution to remove any possible remnant of adenoma tissue.
From an aesthetic point of view, our technique achieves satisfactory cosmetic results. Preservation of the superficial lobe reduces the surgical defect and allows for complete reconstruction of the parotid bed, thus preventing depression in the preauricular area and deformation of the facial contour. Furthermore, our conservative approach preserves the function of the parotid gland and seems to reduce the occurrence of Frey's syndrome [3] .
The more controversial point of our procedure is its oncological safety. Previous reports on "extracapsular dissection" for pleomorphic adenomas clearly demonstrate its safety for the treatment of benign tumors of the superficial lobe [8] . However, the lack of randomized trials for deep lobe tumors, due to the rarity of this localization, does not allow drawing definite conclusions on this topic. In our experience, we did not notice any recurrence, however further studies with a longer follow-up will be useful to for a definite clarification of this issue. The main contraindications are obviously represented by the treatment for recurrences and malignancies, for which a "standard" total parotidectomy is the treatment of choice.
In conclusion, the "extracapsular dissection-endocapsular decompression" is a technically easy approach for the treatment of benign tumors of the deep parotid gland which allows avoiding facial nerve impairment and offers some interesting advantages in terms of aesthetics and Frey's syndrome prevention. Despite its encouraging oncological results, further trials with long-term follow-up periods should be performed to confirm these findings and definitely demonstrate the ability of this method to prevent recurrences.
